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ITEM 51 REVENUE CODE AND DESCRIPTION 


IP - Inpatient - Outpatient 
C - Covered Service N - Noncovered Service 

1st Two 
IPGeneralcategorydigits3rddigitDetailDescription - op 

EEG 74.. . 0 - GeneralClassification C C 
(Electro- EEG9 - Other C C 
encephalogram) 

Gastro-Intestinal 75.. . 0 - GeneralClassification C C 

- OtherService 9Gastro-Intestinal C C 


or
Treatment 76.. . 0 - General Classification C C 
RoomObservation 1 - Treatment Room C C 

2 - Observation Room C C 
9 - Other Treatment or Rm C C 

Care 77.. . 0 - GeneralPreventive Classification CC 
Services 1 -Administration C C 

C C 9 - Other 

Note: 	 Useofthisrevenuecentercodeis 
limited to Medicaid eligible persons
from birth throughthe age of20 years. 


Lithotripsy 79.. . 0 - General CClassification C 

Lithotripsy
9 - Other C C 

Inpatient
Renal 8 0 . .  . 0 - General Classification C N 
Dialysis 1 - Inpatient Hemodialysis C N 

2 - Inpatient Peritoneal C N 
(Non-CAPD) 

3 - Inpatient NCCAPD 
4 - InpatientN CCCPD 
9 - OtherInpatientDialysisC N 

SUPERSEDES 
TN No. 95-11  EFFECTIVEDATE lM/#?6 



Living  

Unknown  

Donor  

Support  
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ITEM 51 REVENUE CODE AND DESCRIPTION 


IP - Inpatient OP - Outpatient 
C - Covered Service N - Noncovered Service 

1st Two 

IP
Generalcategorydigits3rddigitDetaildescription - op 

Organ
Acquisition 81... 

Hemodialysis 82.. . 
Outpatientor
Home 


Peritoneal 83.. . 

Dialysis

Outpatient or Home 


0 - GeneralClassification C N 
1 - Donor C N 
2 - Cadaver Donor C N 
3 - Donor N N 
4 - Unsuccessful Organ Search 

BankCharges N N 
9 - Other Donor C N 

o - GeneralClassification N C 

or
1 - Hemodialysis-Composite N C 

Other Rate 
2 - HomeSupplies N
N 


Equipment
3 - HomeNN 
4 - Maintenance/100%N N 


Services N
5 - Support N 
9 - Other NOutpatient C 


Hemodialysis 


0 - General
Classification N C 

1 - Peritoneal-Composite or N C 


Other Rate 

Supplies
2 - 	Home N’ N 

HomeEquipment N N
3 ­ 

4 - Maintenance/100% N
N 

5 - Services N
N 
9 -OutpatientOther
N 


Peritoneal Dialysis 

C 


TN NO. ??-// EFFECTIVE date /-/e 96 



Home) 

Peritoneal  
(CAPD)  

Peritoneal  

Support  

Electroshock  
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ITEM 51 REVENUE CODE AND DESCRIPTION 
IP - InpatientOP - Outpatient 

C - Covered Service N - Noncovered Service 

1st Two 

IP
Generalcategorydigits3rddigitDetaildescription - op 

Continuous 8 4 . .  . 0 - General NClassification C 

or
Other
Ambulatory 1 - CAPD-Composite N C 

RateDialysis
Outpatient 2 - HomeSupplies N N 

3 - Home N NHome or Equipment 
4 - Maintenance/100% N N 

Services N5 - Support N 
Outpatient9 - Other CAPD N C 

Cycling 85... 0 - General
Continuous Classification N C 

Dialysis 1 - CCPD-Composite
or
Other N C 


(CCPD) (Outpatient Rate 

2 - Home N
or NSupplies 
3 - HomeEquipment N N 

N 4 - Maintenance/100%N 

5 - Services N
N 


Outpatient
9 - Other CCPD N C 


Miscellaneous 8 8 . .  . 0 - General Classification C C 
Dialysis 1 - Ultrafiltration C C 

2 - Home Dialysis Aide Visit NN 
9 - Other Misc Dialysis C C 

Psychiatric/ 90.. . 0 - GeneralClassification C C 
1Psychological - Treatment N N 

TherapyTreatments 	 2 - Milieu N N 
3 - Play Therapy N N 
4 - Activity Therapy N N 
9 - Other C C 

SUPERSEDES 

TN NO. 95-11 EFFECTIVE date / / / - P G  




Group  
Family  

Peripheral  

Recreational  
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ITEM 51 REVENUE CODE AND DESCRIPTION 
IP - Inpatient OP - Outpatient 

C - Covered Service N - Noncovered Service 

1st Two 

Generalcategorydigits 


Psychiatric/ 91.. . 

Psychological

Services 


OtherDiagnostic 92.. . 

Services 


OtherTherapeutic 9 4 . .  . 

Services 


Professional
Fees 96.. . 

IP
3rd digitDetaildescription - op 

0 - GeneralClassification C C 
1 - Rehabilitation N C 

PARTIAL2 - HOSPITALIZATION N N we---= 
7 P- .VA %I wa "UA L 

4 - IndividualTherapy C C 
5 - Therapy C C 

N 
8 - Testing
9 - Other 

C 
C 

C 
C 

0 - GeneralClassification C C 
Lab 

6 - Therapy C C 
7 Feedback N- Bio 

1 - Vascular C C 
2 - Electromyelogram C C 
3 - Pap Smear C C 
4 - Allergy Test C C 
5 - Pregnancy Test C C 
9 - Other Diagnostic Service C C 

0 - GeneralClassification C C 
1 - Therapy N N 
2 - Education/Training C C 
3 - Cardiac Rehabilitation C C 
4 - Drug Rehabilitation N C 
5 - Alcohol Rehabilitation N C 
6 - Complex Medical Equipment N N 

(Routine) 
7 - Complex Medical Equipment N N 

(Ancillary)
9 - Other Therapeutic ServicesC C 

0 - GeneralClassification N N 
1 - Psychiatric NN 
2 - OphthalomologyN N 
3 - Anesthesiologist(MD) N N 
4 - Anesthetist (CRNA) N N 
9 - OtherProfessionalFees N N 
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ITEM 51 REVENUE CODE AND DESCRIPTION 


IP - Inpatient OP - Outpatient
C - Covered Service N - Noncovered Service 

1st Two 

General digits digit Description
category 3rd Detail IP - op 

ProfessionalFees 97.. . 
(Cont.) 

ProfessionalFees 9 8 . .  . .) 

Patient 9 9 . .  . 
ConvenienceItems 


1 - Laboratory N N 
2 - Radiology - Diagnostic N N 
3 - Radiology - Therapeutic N N 
4 - Radiology - Nuclear N N 

Medicine 
5 - Operating Room N N 
6 - Respiratory Therapy N N 
7 - Physical Therapy N N 
8 - Occupational Therapy N N 
9 - Speech Pathology N N 

1 - Emergency Room N N 
2 - Outpatient Services N N 
3 - Clinic N N 
4 - Medical Social Services N N 
5 - EKG N N 
6 - EEG N N 
7 - Hospital Visit N N 
8 - Consultation N N 
9 - Private Duty Nurse N N 

0 - GeneralClassification N N 
1 - Cafeteria/GuestTray N N 
2 - Private Linen Service N N 
3 - Telephone/Telegraph N N 
4 - TV/Radio N N 
5 - Nonpatient Room Rentals N N 
6 - Late Discharge Charge N N 
7 - Admission Kits N N 
8 - Beauty Shop/Barber N N 
9 - Other Patient Convenience N N 

Items 


SUPERSEDES 

TN No. x.EFFECTIVE date 96 
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5101:3-2-03 Conditions and limitations. 


(A) 	 Conditions and limitations applicable to both inpatientand ­

outpatient hospital services. 

(I) Coverage of provider-based
physician services 

reimbursable as an inpatient or outpatient hospital

service is limited to thoseservices reimbursable under 
Title XVIII (medicare), partA, as provided in 42 CFR, 
Part 405, Subpart D, except as providedin rule 
5101:3-4-04 of the Administrative Code. For information 
concerning coverage of direct-care physician services 

a
provided in hospital setting, see Chapter 5101:3-4 of 

the Administrative Code. 


(2) 	Inpatientor outpatient services related to the 
provisionof the services described in paragraphs
(A)(2)(a) to (A) (2)(i) of this ruleare not covered: 

(a) 	Abortions otherthan those which meet the criteria 

for coverageset forth in rule 5101:3-17-01 of the 

administrative Code. 


(b) 	 Sterilizations andhysterectomies other than those 

which meetthe criteria for coverage set forth in 

rule 5101:3-21-01 of the Administrative Code. 


(c) 	Artificial insemination, treatment of infertility,

including procedures for reversal of voluntary 

sterilization. 


(d) 	Treatment of obesity, including gastroplasty,

gastric stapling, or ileo-jejunal shunt. 

-\

(e) 	&astic or cosmetic surgery when the surgery is 

performed for aesthetic purposes; for example,

rhinoplasty, earpiercing, mammary augmentation or 

.reduction, tattoo removal, excision of keloids, 

facioplasty, osteoplasty (prognathism and 

micrognathism), dermabrasion, skin grafts,and 

lipectomy. 


(f) Acupuncture. 


TN Nay%&, 



and 
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Services of a research nature or Services which 

areexperimentalandnotin accordance with 

customary standards of medical practice or are not 

commonly used. 


_ _  
. 

Dental procedures unless: 


(i) 	The nature of the surgery or the condition of 

the patient performing the
precludes
procedure in the dentist's off ice or other 
nonhospital outpatient settingand the 

inpatient or outpatient service is a medicaid 

coveredservice. Certain inpatient dental 

services are also subject to requirements for 

preadmission certification (see rules 

5101:3-2-40 to 5101~3-2-42 of the 

Administrative Code). 


(ii) The service was an emergencydental procedure
in the emergency or :performed room, 


precertified as an inpatient admission as 

described
in rule 5101:3-2-40 of the 

Administrative Code. 


* 
Patient convenience items, including television 

service. 


Blood and blood components--The department encourages

the use of replacement blood donated on behalf of the 

recipient. However, the medicaid programwill cover the 

cost of all blood administered, equivalent
quantities of 

packed red bloodcells or plasma when not available to 

the recipient from other sources, and
the administering

of replacement blood. 


services related to coveredorgan donations are 

reimbursable when the recipient of a transplant is 

medicaid eligible. 


(B) 	Conditions and limitations applicable to inpatient services 

only. 


(1) 	Accommodations--The medicaid programcovers semiprivate
accommodations. A private room will be covered only  
when suchaccommodations are medically necessary the 
patient's condition requires him to be isolated for h i s  
own health or the health of others. 
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(2) Covered days: In general, medicaid covers only those 

days of care which are medically necessaryor otherwise 

within certain limits. The provisions set forth in this 
paragraph operate as limitations in one’of two ways.
The number of days of-care-chargedby a hospitalmust be 
in unitsof full days. The day of admission counts as 
a full day. The day of discharge is not counted as a 
covered day, but charges for any coveredservices other 
than those describedin revenue center codes 100 to 179 
(see rule 5101:3-2-02 of the Administrative Code for 
identification of revenue center codes) are covered. 
Charges for the services described in the foregoing 
sentence are covered on the days the services were 
rendered; not the day the charges were posted. For 
hospitalsidentified in rule 5101:3-2-071 of the 
Administrative Code which are paid on a prospective
basis, the noncovered days of inpatientstay described 
in paragraphs(B)(2)(a) to (B)(2)(f) of this rule will 
be excluded for purposes of determining outliers in 
accordance with rule 5101:3-2-079 of the Administrative 
Code. For hospitals excludedfrom the prospective 
payment system
as identified in rule 5101:3-2-071 of the 

Administrative Code, the noncovered days of inpatient 

stay describedi% paragraphs (B)(2)(a) to (B)(2)(f) of 

this rule, including associated inpatient
services, are 


covered and, accordingly, are not reimbursable. 


services
Rehabilitation related to chemical 

dependencies:Coverageofinpatient days for 

treatment of a chemical dependency is limited to 

coverageof services fordetoxification. No 

coverage is available for days of inpatient care 


occur
which solely fo r  the provision of 
rehabilitationservicesrelated to a chemical 
dependency. 
-% 

benefit period--The number of days of inpatient 
care covered under the medicaid programshall not 
exceed thirty days during a period beginning on 
.theday ofthe recipient‘s admission to a hospital
and ending sixty days after the termination of 
that hospital stay, whether or not completed in 
the  same hospital. However, the department w i l l  
make exceptions to t h i s  limitation, when: 



days 
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(i) 


(ii) 


(iii) 
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?he recipient 'is jointly eligible under the 

medicaid program and the crippled children’s 

program as described in section3701.023 of 

the Revised Code. 
 -- - - - - - .~. .- . 
Additional
hospitalization is medically 

necessary before sixty have passed since 

the most recent discharge date. 


A determination is made by the hospital that 

the was necessary in
caremedically

accordance with rule 5101:3-2-,0713 of the 

Administrative Code. 


The hospital is paid on a prospective DRG 
basis. 

Late discharge--The medicaid program will not pay
for a patient's continued stay beyond the checkout 
time because of personal reasons on the part of : 
the patient and/or physician's negligence. 


Leave of absence--The day on which a patient

begins a leave of absence cannot be counteda 

covered day unless the patient returns to the 

hospital prior to midnight
of the same day. 


Days for and
waitingplacementcustodial 

care--Coverageisnotavailableforhospital

inpatient services for patients who no longer

requireacuteshort-termhospitalcare.This 

includes days waiting for transfer
to a long-term 


as 


care facility, days of inpatient care due to 

unnecessary delays in applying for court-ordered 

commitment, grace periods, administrative days,

d custodial care. For purposes of this rule, 


gustodial care" is defined as maintenance, rather 

than curative care,
on an indefinite basis, while 

grace periods and administrative days relate to 


of while for
.dayscare waiting placement
elsewhere. This exclusion also applies to days 
spent as an inpatient ata transferring hospital 
on or aftertheeffective date of a court 
commitment to another facility and inpatient days
resulting from a hospital’s failure to timely 
request or perform necessary diagnostic studies,
medical-surgical procedures, or consultations. 


